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Abstract

Research with military service members and veterans has shown military personnel from World
War 2, the Vietnam era, and the Gulf War era to regularly elevate above clinical cutoffs on the Minnesota
Multiphasic Personality Inventory, 2nd edition (MMPI-2) validity scales (DeViva & Bloem, 2003;
Freeman, Powell, & Kimbrell, 2008; Mittenberg, Patton, Canyock, & Condit, 2002; Smith & Frueh;
1996). The current study examines the MMPI-2 validity profiles of Global War on Terrorism era
(GWOT-era) military service members at Landstuhl Regional Medical Center (LRMC), Germany.
GWOT-era service members are expected to have responses consistent with those found in previous
research, that is, elevated beyond clinical cutoffs more dramatically and more frequently than the
normative population. The impact of the military culture as well as the importance of identifying underreporting patterns of psychological symptoms will be discussed. The present study is a systematic
replicationof past research with the change that it focuses on GWOT-era service members, includes the
dimension of under-reporting, and discusses the applicability of normative clinical cutoffs in the military
population.
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Chapter 1
Introduction

Service members face a variety of stressors while deployed, ranging from blast exposure to heat
exhaustion to constant immanent fear of mortar attack. Currently, returning service members are
screened in their first 10 days post-deployment with the Post-Deployment Health Assessment (PDHA), a
self-report, face-valid measure. If the service member reports behavioral health symptoms on the PDHA
he or she is referred to the [military] behavioral health clinic for further assessment. Service members
who report significant behavioral health symptoms are referred for a standard assessment procedure that
often relies heavily on the Minnesota Multiphasic Personality Inventory, 2nd edition (MMPI-2). Though
the MMPI-2 is self-report measure, it was one of the first personality assessments to include measures of
test taking attitude (Greene, 2000). The MMPI-2 validity scales include indicators of inconsistent
responding, exaggerating symptoms, and underreporting symptoms (Arbisi, Murdoch, Fortier, &
McNulty, 2004). These scales are essential to test interpretation because of the ease with which
symptoms can be exaggerated, feigned, or concealed on a face-valid self-report measure. Past studies (see
DeViva & Bloem, 2003; Freeman, Powell, & Kimbrell, 2008; Mittenberg, Patton, Canyock, & Condit,
2002; Smith & Frueh; 1996) have shown that military personnel have more extreme scores on the MMPI2 validity scales than do members of the general population. This study is designed to compare the
MMPI-2 validity scale responses of military personnel from Vietnam-era and War on Terror conflicts,
explore the relevance of traditional clinical cutoffs in the Military population, and place added emphasis
on the often ignored issue of under-reporting of psychological symptoms.
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Validity scales of the MMPI-2
A host of literature supports the utility of certain MMPI-2 validity scales in distinguishing
between exaggerated and honest symptom reporting. The most effective scales at assessing feigning of
symptoms are the F (infrequency) scale, the F(p) (infrequency psychopathology) scale, the K (correction)
scale, and the F-K (Gough Dissimulation) index (Greene, 2000). “The F scale consists of 60 items that
were selected to detect unusual or atypical ways of answering test items … it is made up of items that no
more than 10%...answered in the deviant direction” (Greene, 2000, p 66). Because it is made up of a
number of unlikely or even contradictory symptoms it is very unlikely that any client would answer very
many of the questions in a deviant direction. However, because of the unusual nature of the symptoms on
the F scale it may be somewhat obvious to test-takers what is being probed. Therefore researchers have
taken it a step further with the development of the F(p) scale which contains 27 items that no more than
20% of an inpatient psychiatric population affirmed in the deviant direction. Because the F(p) scale is
constructed of bizarre items that not even a severe psychiatric population affirmed more than 20% of the
time, it is more sensitive to feigning of psychopathology in both psychiatric and veteran populations
(Arbisi et al., 2004). In 1950, Gough proposed the F-K index as a “purely mechanical indicator” of both
underreporting and over-reporting on the MMPI-2 (Rothke et al., 1994, pp. 1-2). Gough found that by
subtracting the K (correction score) from the F (infrequency) score another score could be obtained that
more effectively discriminated feigned from true pathology. The cutoff scores for the F-K index have
been considerably revised for the MMPI-2 and are now considered to be among the best predictors of
honest responding.
Significantly less is known about underreporting of psychopathology. Greene (2000) wonders at
the paucity of research on underreporting because of the large number of situations in which one would
want to appear healthier than one might actually be, such as in custody battles or personnel screenings.
Measures of underreporting include L (lie) and K (correction) scales. Although initially intended to
measure underreporting, the L scale has recently been shown to measure sophistication in responding
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style rather than an underreported profile (Greene, 2000). The K scale was empirically derived to identify
profiles of people who displayed significant psychopathology and yet scored in the normal range on the
MMPI-2 (Greene, 2000). The 30 items of the K scale have been shown to be effective at identifying
defensively reported profiles (Greene, 2000).
Under- and Over-Reporting in the Military
The value of face-valid self-report measures is high in cases where there is little or no motivation
for the client to misrepresent his or her symptoms. Objective measures of personality and
psychopathology provide important assistance to clinicians in making diagnostic and treatment decisions.
However, the clinical utility of face-valid, self-report measures is called into question when there are
significant personal and/or environmental factors that may influence a test-taker’s candor, as is almost
certainly the case for military service members.
There are many salient barriers to assessment and treatment in the Military. Military members
have ample reasons to underreport psychopathology. Psychological disorders such as PTSD, mood
disorders, and anxiety disorders can warrant Medical Evaluation Board action and possible duty
reassignment or forced retirement from the Military. Military culture also enforces mental and physical
strength as a central and vital to Military Service. Corrigan (2004) suggests that the stigma associated
with mental illness is particularly salient in the military culture, a culture that prides itself on strength and
stoicism in the face of terror. A strong stigma against mental illness pervades the military encouraging
members to remember, “there’s strong, and then there’s Army strong” (Army slogan). Visco (2009)
describes a variety of concerns Air Force members reported influenced their test-taking honesty, such as
fear of their commanders obtaining negative behavioral health information, a perceived negative affect on
their career if behavioral health information was to be exposed, a community in which strength is highly
valued, and a recalcitrant stigma that it is “cowardly” to struggle with behavioral health issues. In
addition, many Service members suffering from psychological distress may devalue their symptoms in
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comparison to those with post-traumatic physical ailments and underreport their distress (Castro, Hayes,
& Keane, 2011). In summary:
We see the development of stigma as a systemic issue, deeply rooted in the traditions of the
military. From basic training to their first duty assignment, soldiers are conditioned to be
physically strong and mentally tough – in other words, macho…The value placed on strength
within the military culture creates the risk of stigma for any situation in which weakness is
perceived. (McFarling, L., D’Angelo, M., Drain, M, Gibbs, D., & Olmstead, K., 2011, 1-2)
The Military is governed by a set of values, laws, norms, and traditions that are distinct from the
Civilian world (Coll, Weiss, & Yarvis, 2011). Coll et al. (2011) summarize the experience as such,
Upon entry into service, military values are aggressively imposed on the service members…The
military believes that the ubiquitous application of their standards of conduct is necessary because
members of the armed forces must be ready at all times to be deployed into combat. (Coll et al.,
2011, 489)
Coll et al., (2011) also note the crucial importance of unit cohesion in underreporting of symptoms.
Service members rely on their units for their lives, if a member of the team reports distress there is a
strong possibility that trust in the individual and in the unit will waiver, creating a dangerous battlefield
situation (Coll et al., 2011). Military members may have legitimate fears of duty reassignment, adverse
effects on military career, or even criminal charges or imprisonment if atrocities related to battle are
revealed in a behavioral health setting (Castro et al., 2011). Though the Military Rules of Evidence
(MRE) specifically protects psychotherapist-patient confidentiality, a critical exception is made when the
information is deemed “necessary to ensure the safety and security of military personnel, military
dependents, military property, classified information, or the accomplishment of military mission”
(Manual for Courts-Martial, 2008; Castro et al., 2011). In practice this regulation leaves a wide margin
for interpretation for commanders and practitioners to grapple with. This often results in behavioral
health information that would be protected in the civilian world being made readily available at a
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commander’s request. The virtually unlimited access of commanders to behavioral health information on
their soldiers, sailors, airmen, and marines leaves Military members with a justifiable fear of disclosing
psychological distress.
Many researchers also have noted the questionable validity of self-report measures when there is
potential secondary gain (Nichols &Greene, 1997). For example, Arbisi et al. (2004) demonstrated the
power of secondary gain to influence symptom reporting when they examined 699 Veteran’s Affairs
Compensation and Pension evaluation files and found that veterans seeking compensation consistently
scored higher on measures of over-reporting than non-compensation seeking veterans. In the case of the
military, potential for secondary gain abounds, whether in medical evaluation board proceedings, physical
evaluation board proceedings, Veterans’ Affairs Compensation and Pension evaluations, and possible
evasion of deployment or other potentially undesirable duty.
Thus, the approach to under- and over-reporting seems straightforward: apply the clinical cutoff
scores to identify respondents whose scores are elevated on the validity scales of the MMPI-2. However,
because of the nature of trauma associated with military culture and combat exposure, it is unclear
whether elevations on the validity scales of the MMPI-2 are due to genuine symptom severity or overreporting (Frueh, Smith, &Barker, 1996). In their study, Butcher et al. (1990) examined whether special
military norms might be needed in order to avoid misclassifying veterans as feigning psychopathology.
The researchers compared the normative sample of the MMPI-2 to a sample of military members and
found that the normative sample was an appropriate reference group with which to compare the military
population (Butcher et al., 1990).
Armed with evidence that the MMPI-2 normative sample was an appropriate comparison group,
Frueh et al. (1996) studied whether or not veterans’ compensation-seeking status affected their validity
profiles. The researchers separated Veterans Affairs patient files into compensation-seeking and noncompensation-seeking groups and compared the elevations on the validity and psychopathology scales.
Interestingly, they found no difference in the incidence of PTSD diagnosis across groups but the

Honest Reporting on the MMPI-2

6

compensation-seeking group consistently had significantly higher scores on the validity scales.
Subsequent research has also suggested that over-reporting of PTSD in particular is a definable taxonomic
response set rather than an especially severe symptom presentation (Strong, Greene, & Schinka, 2000).
It is important to note that Butcher et al. (1990) and Frueh et al.’s (1996) work supporting the use
of the MMPI-2 validity scales with military samples was conducted before the recent wars in Afghanistan
and Iraq. Arbisi et al. (2004) assert that all combat veterans have undergone a traumatic experience and
are therefore more likely to be able to feign PTSD based on their acute stress reactions immediately after
the event regardless of their current symptomatology. In a more recent examination of the validity of
self-reporting in the military, Alder, Thomas, and Castro (2005) used the meticulous Army Physical
Training Test records and compared them to soldier’s self-reported Physical Training (PT) scores. They
asked soldiers their physical training scores, including exact number of sit-ups, push-ups, and exact run
time from their most recent PT test. Adler et al. (2005) found “generally weak to moderate”
correspondence between soldier’ self-reported PT scores and the Unit’s record, with soldiers tending to
report somewhat higher scores than found in the Unit record. It is important to note that even knowing
that PT scores are easily verifiable by checking unit records, soldiers still tended to present themselves in
a favorable light. This discrepancy could have been due to an error in unit records, poor memory, or
soldiers’ misunderstanding of the instructions, but the pervasive pattern of favorable self-reporting casts
doubt on the validity of other self-report measures.
More directly relevant to use of face-valid measures of behavioral and mental health issues is the
work of Tolin, Steenkamp, Marx, and Litz (2010).The current study seeks to replicate the results of Tolin
et al.’s 2010 study on Vietnam veterans in a sample of Global War on Terrorism era service members. A
mixed group validation technique was employed in the original study to estimate the base rate of service
members who over-report symptoms in a Behavioral Health outpatient setting. The base rates of overand under-reporting on the MMPI-2 found in the current study will be compared with the rates found by
Tolin et al. (2010) as well as Smith and Frueh (1996), DeViva and Bloem (2003), and Freeman et al.
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(2008). All four of these studies estimated exaggeration rates (typically over-reporting) in Vietnam
veterans. Smith and Frueh (1996) examined the profiles of 145 Vietnam Veterans separated into
compensation seeking veterans and non-compensation seeking veterans. They found 41.03% of
compensation seeking veterans and 18.60% of non-compensation seeking veterans were estimated to be
exaggerating. DeViva and Bloem (2003) used the same methodology as Smith and Frueh (1996) but
found 33.33% of compensation-seeking veterans and 17.95% of non-compensation seeking veterans’
profiles to be exaggerated. Finally, Freeman et al. (2008) reviewed profiles of veterans assessed for
PTSD and found that 53% of veterans in their sample met criteria for symptom exaggeration on the SIRS
(Tolin et al., 2010).
The current study seeks to describe the rates of over- and under-reporting of psychological
distress, as measured by the MMPI-2 validity scale scores, in a sample of military personnel. This sample
is similar to those studied by Arbisi et al. (2004) and Tolin, et al. (2010) in that all examine over-reporting
in Service Member populations. Unlike Arbisi et al. (2004) and Tolin, et al.’s (2010) samples, the current
sample was comprised of participants from the Global War on Terrorism era. Another contribution of
this study is that whereas previous studies have studied over-reporting, this study will examine both overand under-reporting of symptoms in the Military. It is hypothesized that rates of over-reporting will not
differ significantly for Vietnam and Global War on Terrorism era service members.
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Chapter 2
Methods
Participants
This study employed archival data. Permission was granted by the internal review board at San
Antonio Military Medical Center and the Landstuhl Regional Medical Center commander. Patients at
Landstuhl Regional Medical Center are from all branches of US military service. Landstuhl Regional
Medical Center serves service members stationed in Europe and those medically evacuated from the Iraq
and Afghanistan theaters. However, psychological testing in the Neuropsychology department was
conducted only with service members stationed in Europe. One-hundred seventy-eight files were
accessed from the Neuropsychological wing; these represent all of the files that contain MMPI-2s
administered in 2009. The current sample consisted of 178 service members, 121 from the US Army, 22
from the US Air Force, and 6 US Navy members, with an mean age of 29.56 years (SD = 9.52). The
sample consisted of 148 males and 30 females. Of the files which contained information about military
rank (n = 151), most of the service members were identified as private-specialists (n = 100), followed by
non-commissioned officers (n = 42) and officers (n = 9).
Measures.
Minnesota Multiphasic Personality Inventory-2 (Butcher, Dahlstrom, Graham, Tellegen, &
Kaemmer, 1989) is one of the most commonly administered psychological test. It is designed as a
measure of personality structure and pathology. The MMPI-2 contains 10 clinical scales. Additionally, the
MMPI-2 contains three basic types of validity measures: those designed to detect non-responding or
inconsistent responding (e.g., CNS, VRIN, TRIN), those designed to detect when clients are over
reporting or exaggerating the prevalence or severity of psychological symptoms(e.g., F, Fb, Fp, FBS), and
those scales designed to detect under-reporting or downplaying psychological symptoms (e.g., L, K). A
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new addition to the validity scales for the MMPI-2 RF includes an over reporting scale of somatic
symptoms scale (Fs).
The current study employs the Correction (K) scale, Variable Response Inconsistency Scale
(VRIN), and three infrequency scales including Infrequency (F), Back Side Infrequency (FB), and
Infrequency-Psychopathology (Fp). Additionally, scores on the Gough Dissimulation Index (F-K) were
recorded (Gough, 1950).Reliability and validity values for each of the exaggeration scales are reported in
Table 1

Table 1
Validity Scales on the MMPI-2 Employed in the Present Study.

Abbreviatio
n

Assesses

M

Reliability
F

Validity
(Correlated with
LES)
M
F

F

Infrequency

.78

.69

.20

.25

K

“Correction” Denial/Evasiveness

.84

.81

-.18

-.18

Fb

Infrequency (in last half of test)

.86

.71

.22

.20

VRIN

Answering similar question
inconsistently

.54

.52

.12

.14

Procedure
Files were reviewed on the 2C wing of Landstuhl Regional Medical Center. The researcher
checked and double checked the transcription of scores from the computer generated MMPI-2 score
reports. T-scores and raw scores were obtained for the F, F(p), F-K, K, and VRIN, as well as the age, rank,
military branch, gender, and whether or not each participant elevated above t > 70 on each clinical scale.
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Chapter 3
Results
Clinical Scales
The MMPI-2 was administered to 178 service members in this sample. The values of each of the
clinical scales were not available, however each individual’s file did indicate whether each clinical scale
did or did not exceed the traditional clinical cutoffs (t > 70). Figure 1 shows how many service members
had scores that exceeded critical values on no scales through ten scales. The mean number of clinical
scales on which service members had a score that exceeded the critical value was 3.64 (SD = 2.82).

Figure 1. The number of service members who had scores that
exceeded critical values on no scales through 10 scales.	
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Table 2 shows how many service members exceeded the critical value on each of the 10 content
scales. It should be noted that the majority of participants exceeded clinical cutoffs on more than one
scale; in fact 68.70% of the sample exceeded the critical value on two or more of the content scales.

Table 2
The Number of Participants who Exceeded the Critical Value on Each of the 10 Clinical Scales
Scale

f

Percent of the sample

z

p

1

63

35.8

-12.780

<.0001

2

86

48.9

-16.780

<.0001

3

56

31.8

-11.460

<.0001

4

86

48.9

-16.780

<.0001

5

15

8.5

-1.8860

0.0296

6

63

35.8

-12.780

<.0001

7

87

49.4

-16.943

<.0001

8

92

52.3

-17.749

<.0001

9

61

34.7

-12.410

<.0001

10

67

38.1

-13.515

<.0001

Note: n = 178. Z reports the results of a binomial test for the difference between two proportions (i.e. the
observed percent is compared with the 5% t-score cut off). P reports the one-tailed probability of
obtaining that z-score.

For each of the 10 content scales, a binomial test (i.e., z-score) was conducted to determine whether the
difference between the observed percentage and the ideal of 5% (i.e., the percent of the sample that would
be expected to exceed the t>70 cutoff) was different. The percentage of service members who exceeded
the t>70 cutoff was significantly higher than expected for all 10 of the content scales.
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Table 3 shows the percent of the sample that elevated beyond clinical cutoffs of t<70, t>80, t>90, and
t>100 on F, Fp, FB, K, VRIN, and F-K. It is important to notice that whereas only 2.5% of the norming
population elevated beyond t>70 on the F(t) scale, 56% of the current sample elevated above t>70.A
binomial test shows that the percentage of the current sample that exceeds t>70 is significantly higher
than the percentage in the norm group, z = 21.43, p< .001.

Table 3
The Percent of the Sample that Exceeded the Critical Values on Each of the Six Validity Scales
Critical cutoff values
Validity scale

 70

 80

 90

 100

F(t)

56.2

28.1

18.5

13.5

Fp(t)

27.5

7.3

4.3

3.4

FB(t)

19.7

11.8

10.1

9.0

K(t)

4.5

0.0

0.0

0.0

VRIN(t)

3.4

0.0

0.0

0.0

F-K > 13

9.1

Comparisons with Other Military Samples
Our hypothesis explores whether rates of over-reporting differed significantly for Vietnam and
Global War on Terrorism era service members. Both of our comparison studies used F-K > 13 to
distinguish an over-reported profile from a non-over-reported profile. Using F-K > 13 as our measure of
over-reporting, 9.1% of the present sample can be considered over-reported. This result is significantly
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lower than DeViva and Bloem’s (2003) finding that 33-35% of their sample over-reported (z=6.08,
p<.0002).
Because Frueh and Smith (1996) screened for PTSD as a part of their sampling procedure, we
separated out participants who elevated above t = 70 on both clinical scales 2 (depression) and scale 8
(schizophrenia) as a way to estimate the members of the current sample who might have a PTSD
diagnosis, as suggested by Munley, Bains, Bloem, & Busby (1995). Our sample contained 67 respondents
(38.1%) with both 2 and 8 elevated. Of this subsample with a 2/8 profile (i.e., suspected PTSD) 9.1% had
an F-K score elevated above 13. This is significantly lower than the rate reported by Smith and Frueh’s
(1996) finding 37% of their sample over-reported (z=6.08, p<.0002).
Rates of Under-Reporting
A particular interest of the current study is identification and description of the rates of underreporting in the military population. Figure 2 shows the distribution of F-K scores in the current sample.
The mean of the F-K scores is -1.93 (SD = 11.82). The distribution is not skewed (skew = .79, SEskew =
.18), however it is significantly leptokurtic (kurtosis = 1.30, SEkurtosis = .36), indicating that more scores
than expected are clustered around the mean.
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Chapter 4
Discussion

The hypothesis examined in the current study stated that rates of over-reporting would not differ
significantly between Vietnam and Global War on Terrorism era service members. This hypothesis was
not supported. The current study demonstrated that active duty service members over-report at a
significantly lower rate than Vietnam veterans. Part two of the study sought to describe the rates of
under-reporting and thus begin the conversation about the importance of identifying under-reporting in a
military population.
Though a significantly lower percentage of active-duty service members were found to be overreporting than their Vietnam veteran counterparts, the amount of elevation seen in the active-duty sample
is significantly higher than the normative population. The discrepancy in elevation between the
normative sample and the current sample suggests two possibilities:
1. The participants in the military sample are more often and more egregiously over-reporting
their symptoms resulting in a pattern of elevated validity profiles.
If this is true then the validity scales are measuring what they intend to measure and successfully
discriminating between honestly reported and over-reported profiles, or
2. The normative sample is not an appropriate comparison sample for a military population, and
therefore other measures of validity in reporting must be considered.
Previous research conducted by Tolin et al. (2010) and Arbisi, Ben-Porath, and McNulty (2006)
concluded that the normative population is an adequate comparison group for military personnel. If this
is an accurate conclusion we must consider any profile that exceeds t=70 on any validity scale to be
exaggerated, as is suggested by the test manual (Butcher, Graham, Ben-Porath, Tellegen, &Dahlstrom,
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2001). By this standard we must consider 65% of the profiles in the current to be exaggerated and
therefore invalid. Even if the cutoff is elevated to an extreme of t=100 we still must classify 33.1% of
profiles as over-reported. This stands in stark contrast to the normative population in which less than .1%
of the norming population elevated above t=100.
The second explanation suggests that military personnel as a population have a characteristic
style of reporting that differs significantly from the norming population. Previous research has noted that,
“genuine PTSD is characterized by the presence of wide range of symptoms, high rates of comorbidity,
and extreme symptom severity making the indiscriminate endorsement of feigned psychiatric symptoms
difficult to distinguish from the accurate report of PTSD symptoms” (Arbisi et al., 2004,p. 58). A onesample t-test reveals a significant difference (p < .0001) between the sample and the norming population.
If indeed there is a true difference between the populations, the t-scores determined by the normative
population will not adequately categorize profiles from the military sample.
If the MMPI-2 normative population is used to determine t-scores for the military population
there is a very present risk of misclassifying up to 65% of the current sample. If the norming population is
accepted as an adequate comparison it may significantly increase the risk of invalidating the distress
suffered by many who have endured serious trauma. Furthermore, this misclassification can lead to
denial of services these patients desperately need.
It is becoming clear that the F scale as normed on the non-military population may not be an
accurate discriminator of over-reported versus accurate but extreme profiles in a military setting. It is
likely that the majority of service members have experienced events that trigger sub-threshold
psychological symptoms and are therefore at higher risk for psychopathology than their civilian
counterparts. Other scales may more appropriately determine the validity of military profiles. The
Infrequency-Psychopathology scale consists of 27 items that “no more than 20% of a sample of inpatients
and the norming sample endorsed in the deviant direction” (Greene, 2000, p. 71). The infrequencypsychopathology scale may be a more useful scale to discriminate between feigned pathology and honest
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reporting in the military because of increased likelihood of trauma exposure in the military. In the current
sample 27.5% of the files reviewed elevated above t>70 and 7.3% elevated beyond t>80 on Fp. Though
these values are still much higher than the norming population they may provide a more accurate basis for
classification of over-reporting when interpreting MMPI-2 validity profiles of service members.
There are significant costs to misidentification of over-reported profiles as accurately reported but
severe. Even when validity profiles are classified according to a conservative cutoff of t>80 on Fp it is
important to note that the current sample still exhibits a 7.3% rate of over-reporting as compared to less
than 1% in the norming (inpatient) population. There are notable benefits to obtaining psychological
diagnoses including but not limited to non-deployable status, limited duty assignments, and medical board
review for medical retirement from the military (often with life-long financial benefits). Interestingly,
these same motivations also apply to underreporting psychopathology as non-deployable status, limitedduty status, and medical retirement are often equated with weakness, shame, and peer-rejection.
Directions for Future Research
Though Fp and F-K have both been suggested as the most accurate discriminators of exaggerated
reporting on the MMPI-2, further research is needed to determine the cutting scores that will best
discriminate between honest and over-reported profiles. The current study employed a cutoff of F-K>13
to discriminate over-reported profiles based on the precedent set by DeViva and Bloem (2003) and Frueh
and Smith (1996), though cutting scores from 6 (Sivec, Lynn, & Garoke, 1994) to 27 (Graham,
Timbrook, Ben-Porath, & Butcher, 1991) have been suggested (Greene, 2001). Further research is
needed to determine what the optimal cut-offs are for identifying over-, honest, and under-reporting.
Additionally, though Fp may provide a more accurate delineation between over-reported and honestly
reported profiles there is more work to be done regarding the whether the Fp norming sample is a goodenough comparison group for the military population.
The paucity of research on underreporting provides little precedent for identifying under-reporters
who may benefit from psychological intervention. Further research into detection of underreporting using
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existing measures as well as development of instruments designed to detect underreporting may provide
essential information for intervention and treatment with the military population.
Limitations
The current sample was composed of profiles collected for a variety of reasons. It would have
been helpful to know the source of referral for services (command directed, self-referred…etc.) as well as
the diagnostic decisions made based on the assessment information. Further research may benefit from
noting the source of referral and an examination of any patterns that emerge related to the reason for
referral.
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